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Introduction
In 2020, the New Mexico Children’s Alliance (NMCA), an accredited member of the National Children’s
Alliance (NCA), contracted with the University of New Mexico Prevention Research Center (UNM PRC)
to conduct a needs assessment for the New Mexico Children’s Advocacy Centers (CACs) and affiliated
Multidisciplinary Teams (MDTs). The purpose of the needs assessment was to assist the NMCA in
identifying potential opportunities to strengthen the CAC/MDT system in New Mexico and supporting
CAC efforts to maintain or achieve National Children’s Alliance (NCA) accreditation by better aligning CAC
protocols and practices to the NCA Standards.

Background

Child maltreatment is generally categorized as physical abuse, sexual abuse, neglect (including
educational neglect, medical neglect, and other forms), and emotional maltreatment (Child Trends, 2019).
A state child welfare agency classifies cases as “substantiated” child maltreatment if an allegation was
supported or founded according to state law or policy, and “indicated” if there was reason to suspect
maltreatment or risk of maltreatment. In the US, the rate of substantiated child maltreatment declined
from 1990 to 2017, falling from 13 per 1,000 children to 9 per 1,000 children (Child Trends, 2019).
However, younger children are maltreated at higher rates compared with older children.
In New Mexico, the Protective Services Division of the NM Children Youth and Families Department
(CYFD) conducted 20,519 investigations of accepted reports of child maltreatment, of which 5,970
(29%) were substantiated (NM CYFD, 2019). There were 9,316 child victims of abuse, approximating
a state maltreatment rate of 21.5 for every 1,000 children under the age of 18 (NM CYFD, 2019). Of all
substantiated allegations, 22 percent were for physical abuse, 2 percent were for sexual abuse, and 76
percent were for physical neglect (NM Voices for Children, 2020).

Child Advocacy Centers (CACs) are child-focused programs in which representatives from core
disciplines—law enforcement, prosecution, mental health, medicine, and victim advocacy—collaborate
to investigate child abuse reports, conduct forensic interviews, determine and provide evidence-based
interventions, and assess cases for prosecution. CACs have been shown to improve caregiver and child
satisfaction with child sexual abuse investigations (Jones, 2007). Additionally, cases determined as high
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likelihood for CSA by a CAC are substantiated or found indicated by Child Protective Services 79% of the
time (Brink et al, 2015).

The National Children’s Alliance (NCA) supports at least 750 organizations nationally, and provides
training, technical assistance, research, and education for CACs and their Multi-Disciplinary Team (MDT)
partners. The NM Children’s Alliance (NMCA), the accredited chapter of the NCA in New Mexico, became
a program of the NM Coalition of Sexual Assault Programs (NMCSAP) in June 2019. NMCA is committed to
making CAC services available to every child in the state. In order to strengthen support for the CAC/MDT
programs and identify opportunities for improvement, it is necessary to determine the extent to which
the structure and operations of CACs are in alignment with NCA Accreditation Standards, to identify the
barriers that may exist to meeting them, and to formulate recommendations for improving services.

Significance and Contribution

In New Mexico, 5 CACs are accredited NCA members and 5 are associate/developing members (NCA,
2019). Out of the 33 NM counties, 22 are being served by a member CAC. The NMCSAP is committed to
strengthening the NMCA and the individual programs statewide. To assist with this, NMCSAP has asked
the UNM PRC to conduct a Needs Assessment of the member programs and the state chapter during the
2020 state fiscal year. Structure and operations of CACs may differ in terms of environment, availability
of services, and expertise of participating professionals. This organizational- and systems-level needs
assessment provides information the NMCA, CACs, and MDTs in NM can use to strengthen the system.
As a result, child victims of abuse and their families can receive more effective, efficient, and relevant
services.

Methods

The UNM PRC team conducted the NMCA needs assessment using a mixed methods design that included a
protocol assessment, an online survey, and semi-structured interviews.

Participants

Individuals were eligible to participate in the survey if they were a NM CAC director or staff person
employed by one of the 10 CACs in New Mexico that are members of the NMCA. The participant also
needed to have knowledge of CAC policies and practices. Only one person from each CAC was eligible to
participate.
Individuals were eligible to participate in the interview, if they were a CAC director or staff member
with knowledge of CAC policies and practices or if they were a key member of the MDT. MDT members
included representatives from law enforcement, CYFD, criminal justice, victim advocacy, medicine, and
mental health.

Data Collection

Data were collected through review of protocols provided by the NMCA for each CAC, an online survey of
each CAC using REDCap data capture software, and semi-structured interviews with CAC staff and MDT
partners. The interviews were conducted by telephone or Zoom video-conferencing. Data were collected
in May and June 2020.
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Instruments
The survey contained questions to determine to what extent NCA Standards are being met by the CACs.
The survey questions covered 10 domains: multidisciplinary team, cultural competency and diversity,
forensic interviews, victim support, medical evaluation, mental health, case review, case tracking,
organizational capacity, and child-focused setting. The survey was developed by the UNM PRC in order to
align with the NCA Standards.
A semi-structured interview guide was used to elicit information about the NCA Standards, but with a
focus on context and barriers. Questions include involvement in the CAC/MDT, knowledge about NCA
Accreditation Standards, operations and structure of CAC/MDT programs, barriers to serving child
victims of abuse and their families, and suggestions for areas of improvement.

Data Analysis

After obtaining protocols from each CAC, content was compared with best practice protocols outlined in
the NCA Standards. Two UNM PRC Team members rated each criterion as meeting, partially meeting, or
not meeting the standards. Quantitative data from the online survey with CAC staff were analyzed by the
research team for descriptive statistics using Microsoft Excel. Interview recordings were transcribed and
analyzed using NVivo data analysis software. Two members of the team separately coded each interview
and examined them for common themes. The UNM PRC team then synthesized and interpreted data
across the three methods.

Results

The UNM PRC conducted the NMCA CAC Needs Assessment from April-June 2020. The following sections
describe the results from each data collection method used to complete the needs assessment.

Children’s Advocacy Centers Protocol Review

The UNM PRC compared protocols from each of the 10 CACs in New Mexico that are members of the
NMCA to the NCA best practices recommendations. Table 1 describes overall findings of the protocol
review by each NCA Standard.
Table 1: Children’s Advocacy Center Protocol Review Findings by NCA Standard, June 2020
Standard
1. Multidisciplinary Team

Overall Findings
• The majority of protocols included language discussing
the need for timeliness of sharing information among
MDT members, and included specific confidentiality and
information sharing policies.

• Though most protocols included places for MDT member’s
signatures, the majority were not signed.

• Most protocols did not include clear definitions of MDT
member roles and responsibilities, or only included
definitions for some MDT members (typically CYFD and law
enforcement).
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2. Cultural Competency and Diversity

3. Forensic Interviews

4. Victim Support

5. Medical Evaluation

6. Mental Health

• Most protocols did not have language indicating that
provisions for non-English speaking or deaf/hard of hearing
would be provided to both clients and family members
throughout the investigation, intervention and case
management processes.
• No protocols included all of the required elements related to
forensic interviewing.
• The majority included language related to case acceptance
criteria; criteria for choosing an appropriately trained
interviewer; personnel expected to attend and observe
the forensic interview; how investigators prepare for the
interview; and how interviews are documented.
• Least likely to be included criteria were how evidence is
introduced into the interviewing process; use of interview
aids; and use of interpreters.
• Almost all protocols included some discussion of victim
advocate roles and responsibilities.

• Over half of the protocols were missing elements related to
the availability of victim advocacy services throughout the life
of the case; the types of advocacy services available to clients;
and/or the role of the victim advocate in case review.
• The majority of protocols included language describing how
the results of medical investigations are documented.
• Most protocols did not discuss the requirement that 50% of
findings diagnostic of trauma receive expert medical review,
or the method for tracking de-identified case information as
part of continuous quality improvement.

• Overall, language related to the availability of medical
services, when referrals for child sexual abuse should be
made, or explanations about sharing medical information with
the MDT were vague.
• Most protocols included language ensuring CAC clients
have access to appropriate trauma-informed mental health
services.
• Most protocols included all the required elements describing
the roles and responsibilities of mental health providers
(e.g., participation in case review; supporting the MDT in
monitoring treatment progress; etc.).

• Half of the protocols had guidelines related to sharing mental
health information while protecting client confidentiality,
while half did not include any guidelines related specifically to
this criteria.
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7. Case Review

8. Case Tracking
9. Organizational Capacity

10. Child-focused Setting

• Half of the protocols included all of the required elements
for the case review process (e.g., frequency of meetings;
designated participants; etc.).

• The most common missing element was the process for
adding cases to the case review agenda.
• Half of the protocols included the stipulation that cases be
tracked through final disposition.

• Most protocols did not delineate how MDT members could
access aggregate case data.
• Though not specifically documented in CAC protocols, all CACs
include many of the required elements for this standard in
other organizational policies in accordance with VOCA and/
or CYFD requirements (e.g., criminal background checks; job
descriptions; etc.)
• Time limitations precluded a full exploration of all CAC
policies to assess the degree to which all of the criteria for this
standard are met by all participating CACs.
• Most protocols did not clearly indicate that victims and
alleged offenders are kept separate, beyond separation during
the forensic interview.

Children’s Advocacy Center Survey
The response rate for the CAC Survey was 60%. Table 2 indicates overall findings related to each NCA
Standard.
Table 2: Children’s Advocacy Center Survey Findings by NCA Standard, June 2020
Standard
1. Multidisciplinary Team

2. Cultural Competency and Diversity

Overall Findings
• MDTs participate in a variety of annual trainings, both
nationally (e.g., Crimes Against Children Conference;
Advanced Forensic Interviewing) and locally (e.g., Advocacy in
Action Conference; SANE Conference) related to professional
development and MDT functioning.

• The majority of suggested additional trainings were related to
strengthening MDT functioning (e.g., dynamics of sexual abuse
for new detectives; collaboration among MDT partners).
• The majority of respondents had completed an individual CAC
needs assessment and reported conducting one every 1-3
years.
• All needs assessments reported were completed within the
last 4 years.
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• Of those reporting a completed needs assessment, the
majority included at least 80% of the NCA Standards
recommended criteria (e.g., community and client
demographics; disparities analysis; etc.).

• The most commonly addressed populations were Native
Americans, Latinx, and African Americans.
3. Forensic Interviews

• Populations not specifically addressed in any CAC needs
assessment were military, people with hearing impairments,
and people with visual impairments.
• All respondents reported documentation that MDT forensic
interviewers had received a minimum of 32 hours of forensic
interviewing instruction and practice, most typically NCAC.
• All respondents reported that MDT forensic interviewers
had also completed the ongoing required training, and the
recommended number of forensic interview observations,
mock interviews, and peer review.

4. Victim Support

• All also reported that forensic interviews are conducted at the
CAC a minimum of 75% of the time.
• All respondents reported documentation that victim advocates
received at least the minimum required hours of specialized
training as well as ongoing victim advocacy training.
• In the majority of cases, respondents indicated that
victim advocates are providing all of the recommended
services described in the NCA Standards (e.g., client needs
assessments; referrals to services; participation in case
review, etc.).

5. Medical Evaluation

• When asked about how the CAC ensures that clients are
receiving all the required services, all respondents said the
roles and responsibilities are outlined in job descriptions, and
that the CAC uses a victim advocate checklist that includes all
required services.
• All respondents indicated that SANE nurses provide medical
evaluations for their MDT, and most also receive medical
evaluation services through other types of medical personnel
with additional training in child sexual abuse.
• The majority of respondents reported that the medical
provider participates in continuous quality improvement
activities related to child sexual abuse.

• Most of the medical evaluations are available through linkage
agreements with appropriate agencies.
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6. Mental Health

• All respondents said their mental health services are provided
by a Masters-level mental health provider.
• The majority reported documentation that the mental health
provider has completed initial and ongoing required training.

• The majority also reported that the mental health provider
delivers all of the NCA recommended services (e.g., traumainformed assessments; referrals to community services; etc.).
7. Case Review
8. Case Tracking

• In most cases, mental health services are ensured regardless
of client ability to pay because the mental health provider is
employed by the CAC.
• All respondents said the MDT case review follows a standard
agenda that includes all elements recommended in NCA
Standards (e.g., interview review; mental health needs;
cultural considerations; etc.).
• The majority of respondents indicated that multiple people
are responsible for case tracking, most typically including the
victim advocate and at least one other person.
• Most respondents also reported daily case tracking.

• The most common method for completing case tracking,
reported by all respondents, was through one-on-one contacts
with law enforcement/district attorney’s office.
9. Organizational Capacity
10. Child-focused Setting

• In all cases, CACs use the NCA Outcome Measurement System
and/or client satisfaction surveys to track client satisfaction.
• Most of the respondents indicated the CAC carries some type
of liability insurance.

• The majority also said they had both a strategic plan and a
succession plan.
• All respondents indicated their CACs include all the NCA
Standards recommendations for a child-friendly environment
(e.g., clients can be supervised at all times; childproofed,
cleaned and sanitized; ADA compliant; etc.).
• All also indicated the CAC allows for live observations of
MDT interviews, and has separate and private areas for case
consultation, meetings, and client waiting areas.
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Children’s Advocacy Center Staff and Multidisciplinary Team Member
Interviews
The UNM PRC interviewed 29 people for the CAC needs assessment; 13 CAC agency staff and 16 MDT
members. Among the 35 individuals invited for interviews, 4 potential interviewees had scheduling
conflicts and 2 were unresponsive to multiple requests to participate. The response rate was 82.9%. Table
3 shows the number and percentage of interviewees by position/role.
Table 3: Number and Percentage of CAC and MDT Interviewees by Role/Position, June 2020
Interviewee Role/Position
CAC director/program manager

Organization executive director

CYFD

Medical provider

Victim advocate

Law enforcement

Prosecutor

Mental health provider

Other MDT member

Number

Percentage

7

24.1%

4

5

4

13.8%

17.2%

13.8%

3

10.3%

2

6.9%

2

1

1

6.9%

3.4%

3.4%

The time that Children’s Advocacy Center staff had been in their positions ranged from 1 – 24 years with
an average of 8.6 years and median of 6 years. Their time participating on an MDT ranged from 1 – 25
years, with an average of 10.4 years and median of 8 years. Although MDT members had often been in
their professions for more than 10 years, the time they had been members of an MDT was often much
shorter. The majority of MDT members interviewed had been in their positions 1-3 years. Although 3
MDT members reported being affiliated with MDTs for 20 years or more, 63% had been with MDTs for 3
years or less.

Themes

The following overall themes were explored through the needs assessment interviews:
Case review process

Case reviews are opportunities for MDTs to share case information, develop plans for clients and their
caregivers, and coordinate activities. Most interviewees reported conducting monthly case reviews,
though a few mentioned meeting less frequently. In smaller communities, interviewees reported being
able to review and/or update all cases at every meeting. In communities with larger caseloads, there were
multiple strategies employed to determine which cases to review. These included reviewing cases at the
request of MDT members when more collaboration or information is needed; having an MDT member or
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case review facilitator choose an especially difficult or complicated case, and in some cases, rotating the
case selection among MDT members. It was also not unusual, especially if no cases were requested by
MDT members, for the CAC to randomly select cases to review. Multiple interviewees also described the
importance of occasionally focusing on cases that have gone especially well, so that successful processes
could be identified and replicated.

Most interviewers said case reviews were facilitated by the CAC. Some reported that the CAC and the
forensic interviewer shared the responsibility, while a few said another MDT member facilitated the case
review process. When asked about their overall impression of case review functioning, most interviewees
reported that the process was going well, with case review facilitators making concerted efforts to include
participants in the discussion and processes. Several felt that the process had improved over the years. As
one CAC staff member said:
When I first started, it seemed a little, I don’t know, like, not a whole lot of cooperation in talking about the
cases. But now I feel like there’s more of a sense of respect from each other, and openness in the case review
now to talk about any concerns or issues without, you know, judgment or, and having an open mind.

In some cases, interviewees expressed concerns about communication issues that they felt inhibited their
ability to prepare and participate well. An MDT member stated, “So, yeah, I’d like a little, a little more of an
[information] exchange. I guess I’d like to feel, it feels like you can’t be a team if you don’t trust each other.”
Other concerns had to do with a perceived lack of involvement from all participants, or issues related to
lack of rapport among core MDT members.
Forensic interview process

Forensic interviews are conducted when there are concerns
about potential child abuse or a child witness to violence in
the home environment. In New Mexico, forensic interviews are
typically initiated by law enforcement and/or CYFD, but are
sometimes initiated by the District Attorney’s office. In general,
interviewees felt their MDT forensic interview process was going
well. An MDT member stated:
And, um, we have a really good relationship. Um, you know, it’s a
small community, small agencies, so we usually deal with the same
people and we’ve maintained a very good relationship and healthy
communication. So I think that that’s, it’s been going well.

Forensic interviews are conducted by CAC staff who have
completed the required forensic interviewer training. Most
interviewees said that the forensic interviews may not take place
at their MDT unless law enforcement is present. There were
differing perspectives about this. One MDT member supportive
of the protocol said, “I think if law enforcement can’t be there, they
shouldn’t do the interview, but that’s just my opinion.”

“...it’s a small
community, small
agencies, so we
usually deal
with the same
people and we’ve
maintained a very
good relationship
and healthy
communication.”

Another MDT member described it as a barrier:

And when we’re looking at, um, emotional abuse and neglect and
that kind of thing, it doesn’t necessarily rise to the level where a
police report needs to be made or charges need to be filed. But it
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comes down to, we need to ask these questions in a safe environment by a trained person to really capture
what’s going on in that home. And so by us being required to always have law enforcement there, it kind of
hinders some of the information we can get.
However, several interviewees reported that there are times when law enforcement is not available to
observe the forensic interview, such as during a critical incident. In those instances, law enforcement
reviews the recording of the forensic interview retrospectively, and may additionally discuss interview
outcomes with the forensic interviewer or another attendee. As one interviewee stated:
It just kind of depends. We do the best we can with kind of our manpower. Um, it’s such a dynamic
situation, um, but ultimately, we will see either that interview live on closed circuit or review that video.

Observers of the forensic interview varied by MDT, but often included the CAC director or another
forensic interviewer; someone from the District Attorney’s office, if available (e.g., prosecutor and/or
victim advocate); CYFD or CPS if they are involved in the case; and sometimes a social worker.

When asked about how interview findings were shared with key MDT members, interviewees were
not always clear about the information-sharing process. However, all interviewees understood that the
forensic interviews are recorded and provided to law enforcement. Interviewees that typically observe
forensic interviews (e.g., CYFD, the District Attorney’s office) said, if needed, they are able to request
copies of the recording from law enforcement and/or directly discuss interview outcomes with CAC staff
and/or law enforcement. Forensic interview findings are also shared with appropriate agencies during or
after post-forensic interview meetings. Case updates are provided at MDT meetings.
Interviewees were asked about any instances where they have worked with forensic interviewers from
other CACs. Many said they never had, but some reported that forensic interviewers sometimes assist
other CACs due to interviewer scheduling conflicts, illnesses, or annual leave, or because a bilingual
interviewer is required.
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Medical investigation process
According to NCA Standards, CACs are required to coordinate with MDTs to make specialized medical
evaluation and treatment services available to all CAC clients. In a state with a significant and pervasive
shortage of medical professionals that meet the rigorous NCA Standards in this area, satisfying this
requirement can be particularly problematic. In New Mexico, there is only one board certified child abuse
pediatrician in the entire state.
Interviewee descriptions of service providers related to child sexual abuse largely included SANE nurses
in a variety of settings, (e.g., private practice, local hospitals, CACs), or sometimes local pediatricians.
Many interviewees from around the state reported referring to the Para Los Niños program at UNM for
sexual assault exams.

Physical abuse exams were even more challenging. According to interviewees, physical abuse was
rarely assessed at CACs, but some interviewees said it could be screened for in their community by local
pediatricians or, as one interviewee stated, “The emergency room. We don’t have anywhere else to take
them.” The majority of interviewees, however, said in cases of suspected child physical abuse, clients were
referred to the Child Abuse Response Team (CART) at UNM. One interviewee explained:
The only people that do CART exams are specialized doctors...like anyone can see, we can, like, send a child
to urgent care to have a doctor look at them, but then they usually refer them to UNM to get a CART exam.
Because the CART exam is a comprehensive exam that they do x-rays, a full head-to-toe, pretty much, exam
on the, on the kiddos. So that’s not done at like, just like an urgent care or anything like that. You need that
specialized medical.

All interviewees said their CAC/MDT either referred to or consulted with Para Los Niños, the UNM CART
team, or a CYFD forensic pediatrician on at least some suspected sexual or physical abuse cases. In some
instances, clients needing to travel significant distances for physical or sexual abuse services have also
been referred to providers in bordering states.
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When asked about the method for educating families about the medical investigation process,
interviewees generally reported that initial information about the need for a medical investigation and
what it will entail comes from investigators (law enforcement or CYFD), the forensic interviewer, or
victim advocates. More detailed information about what the process will involve is provided by medical
personnel at the time of the exam.
Mental health services

According to the NCA Standards, trauma-focused mental health services must be made available, either
through the CAC or through linkage agreements with community providers, to clients and non-offending
family members. In New Mexico, CACs provide mental health services through both of these options.

Overall, interviewees reported a lack of behavioral health providers in New Mexico. These included
providers able to meet NCA Standards for trauma-focused care, particularly in more remote service areas.
It also included other types of mental health providers and services important to CAC clients, such as
child psychiatrists, domestic violence services, substance abuse services, and services for perpetrators.
Additionally, if qualified mental health providers are available, there are often accessibility issues related
to waiting lists. As one interviewee said, “We do, I mean, we do have mental health providers, but yet again,
they’re almost harder to get into than our, our pediatricians and our doctors.”
Some interviewees were confident that the CAC was addressing the majority of CAC client and caregiver
mental health needs. This was more often described in relation to longer-established centers with inhouse therapists. However, some interviewees described the difficultly of retaining in-house therapists
due to turnover and a highly competitive market related to the specialized training requirements.

“...we do have
mental health
providers, but
yet again, they’re
almost harder to
get into than our
pediatricians and
our doctors.”

On several occasions, perceptions of the CAC’s ability to provide
services differed among interviewees from the same MDT. In one
instance, while one MDT interviewee reported no barriers to mental
health services, another member of the same MDT described the
CAC’s “struggle” with providing these services.

Working with community providers presented other barriers. These
included provider reticence to work with what is often a highly
traumatized population that frequently has other difficult social
circumstances. Another interviewee said referred clients don’t
always want to work with local community providers:

And because it is such a small community, some of our victims and
families don’t want to go to them because everybody knows everybody
and they don’t want like, you know, their business out and about in the
community.
An additional complication is the need for CACs to have
documentation that community providers have completed the
required training for accreditation purposes.
Victim advocacy

The NCA standards emphasize the importance of victim advocacy
services and on-going outreach and follow-up with client caregivers.
The work of victim advocates was universally praised, and advocates
12

were described as “passionate,” “amazing,” “phenomenal,” dedicated to “truly client-centered work,” and
able to build a bond with families. Advocates were said to be engaged, active participants in MDTs.

For the most part, interviewees felt that victim advocacy efforts by their CACs were effective, and that
the advocates supported children and families by being present for forensic interviewing, providing
case information, attending trials, and assisting with a variety of needs including referring families
for legal aid, housing, food, emergency funds, protection orders, immigration attorneys, and therapy.
Interviewees felt that strengths of their CAC victim advocacy efforts included having bilingual advocates,
having proactive regular contact (some as frequent as weekly), being responsive to individual families’
needs, collaborating with other organizations that have advocates (e.g., domestic violence or sexual
violence organizations), and reviewing a comprehensive checklist of potential needs with each family. One
interviewee stated, “I think most families are very satisfied with the advocates and I’ve never had any issues
with them or heard any issues from the families.”
Although MDT partners often praised individual advocates, they were not very familiar with the system,
effectiveness, or challenges that CACs have regarding advocates. Additionally, many MDT partners were
not clear on the role of the CAC victim advocates. They spoke of victim advocates with law enforcement
organizations and with the district attorney’s office, and were not sure of the different responsibilities
of the various advocates. There was some concern that, with multiple advocates from different
organizations, there needed to be additional communication to
ensure that there was not a duplication of efforts and that families
did not “fall through the cracks.” One CAC reported having monthly
victim advocate meetings to coordinate these efforts.
The most common challenge mentioned was the funding,
recruiting and retaining of a sufficient number of victim advocates
to meet the need. This was described in various ways including
“understaffing,” difficulty “finding the right people,” insufficient pay,
CAC advocates needing to split their time with other roles (e.g.,
forensic interviewing, domestic violence advocates), needing more
CAC advocates in smaller communities, and high turnover. In fact,
several interviewees mentioned that they had just hired or were
currently trying to hire advocates. One interviewee, when talking
about the shortage of advocates, said, “you just hope that not
everybody’s in crisis in the same week.”

“You just
hope that not
everybody’s
in crisis in the
same week.”

Additional challenges mentioned by interviewees included
difficulty in recruiting bilingual advocates, difficulty finding time to document all of their work, a lack of
time for regular advocacy team meetings (unrelated to specific cases), lack of transportation to services
in rural areas, and a need to do better when working with the non-offending parent to ensure children are
receiving appropriate services. Some interview participants also spoke about not having sufficient staff
to be able to proactively contact families; instead their CAC had a passive system, responding only when
families contacted them for help. Lastly, COVID-19 has impeded the ability of some CACs to always meet
the standard of having an advocate attending all interviews. This was seen as a temporary challenge, but a
cause for concern nonetheless.
Board and staff representation of populations served

Populations being served by the CACs and MDTs across the state varied in terms of ethnicity and
immigration status. A few interviewees shared that they served mostly white populations. A majority
13

of the interviewees stated that they
served Hispanic and/or Spanish-speaking
populations, with a few stating their
Spanish-speaking families were often
recent US immigrants. Some interviewees
also mentioned serving Native families,
but only a few interviewees said they
consistently worked with Native
governments. None of the interviewees
discussed serving large Black, Asian, or
biracial populations.

A majority of the interviewees shared that
they occasionally served families with
mixed or undocumented immigration
status. An increase in recent migrant or
refugee populations was observed in the
areas served by a few CAC/MDTs.

Very few interviewees specifically said they
serve lesbian, gay, bisexual, transgender,
queer, intersex, and asexual (LGBTQIA)
populations. However, some did state that
they have LGBTQIA representation in their
board and their staff.

When asked if they think their staff reflected the cultures and ethnicities of the populations they
served, many interviewees said they hired or tried to hire staff who also spoke Spanish and/or Navajo.
When asked about the make-up of their board, a few interviewees shared that their board reflected the
population they served, however they were unaware of actual processes done to make this happen. An
interviewee thought that “the more rural MDTs tend to have composition that more closely reflects the
makeup of that community’s demographic,” however a few interviewees from rural counties shared that
they did not “have very much to choose from” on who to recruit. An interviewee reflected on why it was
harder to have a diverse board and said:

Getting volunteers and board members to spend that amount of volunteer time is difficult... You know, like
any volunteer organization that does work in the community, sometimes you need to recruit folks that are
available and willing to do the public service. And maybe, that doesn’t match the demographics.
A few shared their strategies with enhancing diversity within the board and staff, including: providing a
stipend for staff who spoke a language other than English, participating in MDT meetings led by Native
communities, and actively identifying gaps in their board’s diversity using a matrix. A few interviewees
also mentioned recruiting board members and staff who were former recipients of CAC services.

A majority of the interviewees want to work more on ensuring the populations they serve are reflected in
the make-up of their organization, especially their board. As one interviewee stated:

Our board is certainly not reflective of the clientele that we meet with, even though there’s lots of outreach to
have a diverse board or a diverse staff. I think our staff is more reflective of that certainly in a variety of ways
like languages and ethnicities…It’s a challenging one.
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Populations served and ability to address client needs
When asked to describe the process for assessing needs of child victims and their families, all of the
interviewees recognized that culturally competent planning and outreach should include the clients’
abilities and socioeconomic status as well as ethnicity and culture. As one interviewee put it:

It is very understood in our field that what’s best for every individual is going to be determined by the
individual and us working with them, from their mental health to physical health. To assessing what part of
their lives have been impacted by a crime and what kind of resources are going to be available. That’s a very
individually done assessment.
For a majority of the agencies, client needs are often assessed at intake. An interviewee shared, “There’s a
question for all of that… And that just kind of helps us better know where we are and where we need to be.”
However, the process varies among the different agencies.
•

Cultural and language supports

When asked about cultural supports, a majority of the interviewees discussed ensuring that clients are
able to use the language they are most comfortable in. One interviewee shared:

[It’s] because we’re such a diverse place in population…diversity is normalized to us… It’s fairly
commonplace for us to work with Spanish-speaking families, Navajo-speaking families, Vietnamese-speaking
families, for instance.
This support can be in the form of having CAC staff or MDT members who can speak the client’s preferred
language, or by setting up language translation services.

Some interviewees also mentioned the need for serving the state’s Native American communities
better. An interviewee shared that when their “Native patients come, I don’t know what we do to make
sure [we serve them in a culturally appropriate manner] other than just being open to suggestion.” Some
interviewees spoke of active participation in MDTs on Native land and ensuring the presence of a “cultural
liaison” when serving Native victims and families.
About half of the interviewees indicated
that their organizations have served
people who are deaf or hard of hearing.
When doing so, they often have local
organizations that work with the deaf
or hard of hearing assist them with
interpretive services. One interview
participant who had not worked with
this population stated, “My concern is
if we get a deaf child, is there somebody
that can interpret without having to
get someone to come out from [another
community]?”
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•

Serving people with disabilities

The majority of interviewees said they have
experience serving people with developmental
needs and disabilities. A few interviewees had the
educational background and the skills that enabled
them to address specific needs. Others shared that
they were only able to learn through their work
and have become more mindful about asking such
information at intake. An interviewee said:

I think… the biggest struggle that we have with that is
making sure that we have all of the information. And
so we regularly will find that we’re not getting enough
of that information ahead of time. If we have a child
coming in that has a cognitive delay or something else.
So, it kind of puts a pressure on the team that’s here at
the time of an interview.
A few interviewees relayed how MDT partners would become confused about the capacity of the CAC/
MDT to provide services for children with developmental and physical disabilities. For instance, one
interview participant said:

I think oftentimes [they] meet up with those people [with disabilities] and they say… it would be too much
work or a hardship on that individual to come into the agency. When I think, it wouldn’t be as big a hardship
as they think. … What I would change most is getting our own people to try a little bit harder to let us
communicate with those folks.
Feedback mechanisms and review
All CACs/MDTs have formal and informal mechanisms for communication and feedback, and everyone
considered the feedback and review process critical to CAC operations, client-related processes, and MDT
cooperation. However, knowledge of these processes differed when comparing interview responses from
some CAC staff and MDT partners. One MDT interviewee described the process as:
The bridge isn’t built all the way across and [the CAC will] do what they can to help bridge that gap, to get
us on the same page. But, you know, they do listen to what our feedback is or what recommendations we
might have to make it better.

The CAC staff interviewees shared that they have formal ways of surveying clients and the MDT partners
about processes. Some specifically mentioned using the NCA’s Outcome Measurement System (OMS).
However, half of the MDT partners interviewed were not aware of existing formal feedback mechanisms.
Moreover, some staff interview participants shared that MDT partners may “withhold stuff to avoid that
conversation or that situation.”

Keeping an “open line of communication” available to all members of the team was a very popular way of
providing feedback. As an MDT partner said, it was key to “have that relationship. I feel like we can go and
talk to them if we have concerns, but we also share what’s going good as well.” Many interview participants
also found this welcoming attitude towards feedback as an important agenda item at MDT meetings. An
interviewee said that “it can become argumentative sometimes, but like I said, our team is really up for
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discussion on how we can better serve these cases.” Another interviewee said that everyone addresses the
feedback keeping in mind that the child is “our priority and our focus.”
Most CAC staff interviewees shared that it can be difficult to have families give feedback. A few shared
they have their staff sit with the family to fill the survey out. One participant shared why that happens:

They’re going through a traumatic situation. And so, they’re given a lot of information throughout the day,
throughout the week. We give them [the] paper format so that they can take home, like in an envelope, with
all of the information, so they can read it later. A lot of times they don’t remember… We figure [the families]
only take in 25% of everything that we tell them while they’re here.
Several of the interviewees stated that they had regular MDT
leadership meetings where they addressed issues that otherwise
could not be resolved during regular meetings. However, a few
interviewees mentioned that not all MDT leaders attend, which
could impede solutions. A few mentioned that a feedback loop back
to the MDT and the community members would be very useful.
Some feedback mechanisms only went back to the CAC or the CAC’s
umbrella agency.
Fewer than half of the CACs stated that they have an anonymous
mechanism of providing feedback. Some interviewees mentioned
that having “a box where you could drop something in” could be
helpful. What many MDT interviewees also suggested was making
surveys electronic. An interviewee summarized that opinion well
when they said:

I think if you’re looking for feedback and review, your best bet would
be… something that we can do that don’t require us to sit in front
of [CAC staff] to do them. Or like I said, you know, sometimes it’s
really hard for it to get certain people… to come to the meetings on a
regular [basis]. And so, just… maybe giving us that opportunity to do
them in our offices when we have that free time to kind of give that
feedback.

“But, you
know, they do
listen to what
our feedback
is or what
recommendations
we might have to
make it better.”

Vicarious trauma
Addressing vicarious trauma is critical because, as one interviewee stated, “There’s no way, no way you
can hear this stuff day after day and not be a changed person.” The CACs have a continuum of supports in
place for addressing vicarious trauma among staff. Depending on the CAC, these include clinical services,
often available on-site (e.g., counseling, therapy, EMDR psychotherapy, and insurance with mental health
coverage). CACs also discussed identifying and promoting training opportunities that were available to
staff at the local, statewide and national levels. Some CACs provide formal debriefings of cases, some have
regular check-ins on a daily or weekly basis, and some have more informal “open-door” policies where
individuals can chat about their concerns with a colleague or supervisor. A few of the CACs have regular
self-care activities on a weekly or monthly basis where staff were able to relax together. This took the
form of “staff days,” “resiliency time,” and organized group self-care activities (e.g., movie night, painting
night, pot luck, meditation sessions, yoga, massages).
Interview participants also stated that supervisors were supportive of staff who needed to take a walk or
take the afternoon off, following a particularly difficult case, or if staff needed to take a mental health day.
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Reflective supervision was also described as a practice that provided an opportunity to address vicarious
trauma with staff. A few unique strategies were described, including the benefits of having a facility
animal, and the benefits of having a soothing, calming environment (e.g., lighting, smells and furniture
that were comfortable and ‘homey’). Some of the CACs indicated that they didn’t have anything formal
for addressing vicarious trauma and that this was an area where they could definitely improve. One
recommendation for improvement was having free gym memberships, or gym equipment available for
CAC staff and MDT partners.

“There’s no way, no
way you can hear
this stuff day after
day and not be a
changed person.”

With regard to addressing vicarious trauma among MDT
partners, interview participants described the employment
assistance programs available through MDT partner
organizations as a resource. The EAPs offer free sessions with
counselors, and some organizations require mandatory check-ins
with a counselor on a regular (annual or bi-annual) basis. Many
interviewees stated that MDT partners struggled with self-care,
especially law enforcement officers, due to stigma around mental
health issues and the expectation that they would be strong and
not emotional. As one interviewee stated, “I think every MDT
struggles with that self-care piece. They’re like, pull yourself up by
your bootstraps. You don’t talk about your feelings.” Interviewees
also recognized that individuals may have their own ways of
self-care (e.g., physical activity, spending quality time with their
children, being in the outdoors).

CACs provide MDT partners with information about available
training on vicarious trauma and self-care, and several MDT
partners described participating in these trainings and learning
from them. Most MDT partners did not know of other specific
ways that their CAC could address vicarious trauma. Interviewees
stated that there was “not a whole lot,” or they “weren’t sure if
there was anything” for MDT partners, and that this was “not
really a topic of discussion” within their MDT.

Although it was not clear that MDT partners knew about or perceived them as such, several strategies
for addressing vicarious trauma were described by interviewees. Some CACs provide MDT partners with
access to a therapist, participation in yoga or meditation sessions, and off-site team building activities.
Some CACs also conduct debriefings following an especially difficult session that includes MDT partners.
CAC staff also described informal opportunities to discuss cases as an important component of their MDT.
Informal opportunities included having a time to eat and chat after a session, having informal discussions
among members, completing surveys following sessions that allow for members to express concerns or
challenges, providing food and door prizes at meetings, sharing resources, books, tools and tips for selfcare, “checking in” with partners after a difficult case, and encouraging MDT partners to reach out if they
need anything.
CAC/MDT strengths

Overall, there were several common strengths of CAC/MDTs mentioned by interviewees, including
positive relationships, communication, collaboration/teamwork, individual commitment to the work, and
having co-located services.
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One strength reported by CAC staff and MDT interviewees was positive relationships between both
individual members and MDT agencies. These relationships were mentioned as instrumental for
facilitating the tough conversations and creating good communication between partners. If there are gaps
in communication, an interviewee explained that the sense of community and collegiality among the team
helps traverse the gaps because the team respects everyone and seeks to include them in all processes.
An interviewee explained that this helps them focus on the work that needs to be done and highlights the
importance of the work to families. Another interviewee said that the relationships formed by the MDT
are both personal and professional and help with communication:
I think what the MDT does, which is beneficial, is facilitates personal relationships between professional
stakeholders so many of you come together and you talk to each other face-to-face. And I think that really
helps with unity. That which all, you know, all helps with morale and functionality.
Interviewees cited longstanding histories with partner agencies as foundational to these relationships,
and said they facilitated good communication and collaboration across agencies. However, several
interviewees mentioned that high rates of staff turnover within MDT agencies removes that sense of
history and bonding, and requires additional effort to ensure that new members are trained in MDT
processes. An interviewee said:

And so that, our biggest strength, I think was that community experience that we had and now we’re just
rushed and inundated with new people. And so we’re trying to train and get them to love us the way those
other people did so that they’ll do anything for us. And so that, that strength is gone.
Communication was a strength that came up most frequently, often in conjunction with other strengths.
The nature of the work for CACs and MDTs is difficult and it is critical to maintain open lines of
communication to ensure prompt services and case management. Interviewees described times in
the past where the MDT struggled with communication
and maintaining strong relationships. They said they have
worked on preventing communication breakdowns by having
designated points of contact for various steps in the MDT
process to ensure that cases continue to move forward. An
interviewee reported that communication in their MDT is
an open process in that everyone involved has the space and
opportunity to voice concerns or provide suggestions. As an
interviewee explained:
I think that because we meet regularly and we’re able to
communicate with each other and we have certain points of
contact, that really helps cases move forward and nothing really
slips through the cracks. So we hold each other accountable for
our part in the case.

Interviewees highlighted openness and willingness to
collaborate as a team as an MDT strength. Part of forming
collaborative teams comes from communication and positive
relationships, creating a team dynamic where participation
from all members is encouraged and each individual and agency
is held accountable for their part in the process. Teamwork and
collaboration was cited as being important for making decisions
that are in the client’s best interest, as an interviewee said:

“...we want people
to know that
it’s not just one
person, that it’s a
team decision.”
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There’s always times that people have disagreements. There’s always times that…a decision may be made
that not everybody is on board with. It’s a team decision and we make sure that everybody’s like, we want
people to know that it’s not just one person, that it’s a team decision.
Another interviewee echoed the collaborative teamwork aspect and its impact on cases, saying, “And so if
everything operates individually and together, ultimately then these cases seem to progress.”
Part of being able to work together as a team comes from individual commitments to doing the work.
Interviewees mentioned that individuals who have a shared sense of purpose form cohesive and bonded
teams, and some interviewees felt that their MDTs are better able to serve their clients and see the
process through to the end.
Having co-located services was also mentioned as a strength. It removes barriers for families because
it allows for all the services to exist under one roof and can improve communication for providers.
Additionally, an interviewee mentioned the CAC facility as a strength because it provides a safe,
comforting, and welcoming space for both families and providers.
NMCA strengths

“So right now I feel
like our Alliance is
a power whereas
before we were just
a group.”

Because it was unclear if MDT members would be familiar with
the New Mexico Children’s Alliance, only CAC staff were asked
about its strengths. Interviewees reported that the recent change
in leadership resulted in a new direction for the Alliance, and that
it has been beneficial for connecting CACs across the state. The
Director of the NMCA is helping to facilitate more dialogue and
communication among and between CACs, and interviewees were
appreciative of opportunities to connect and collaborate with
other agencies. Interviewees also mentioned that the leadership
actively sought out education and training opportunities to
further the professional development of CACs and MDTs. The
Director has also promoted the Alliance to the New Mexico
Legislature to advocate for more funding, which interviewees
expressed was helpful in ensuring the sustainability of the
Alliance. Speaking about the new NMCA Director, an interviewee
reported, “She does provide some stability for [the NMCA]. And I
think that we’ve seen some, a large growth and some very positive
changes in the past year.”

The prior experience of the Director has been instrumental in establishing the Alliance as one cohesive
unit, which has resulted in stronger and more positive working relationships. Having an experienced
Director was also helpful for less experienced CAC staff. One interviewee stated, “So right now I feel like
our Alliance is a power whereas before we were just a group. And so I think that’s something that we’re
doing really well.”
Additional contextual information
Several contextual factors highlight the environments in which CACs and MDTs are operating. One of
these factors involves geography and jurisdiction. A few agencies work with multiple counties and many
serve families from different counties. For CACs working with Native families, they also coordinated with
federal and tribal agencies. For CACs that serve families in towns on New Mexico’s border with Mexico,
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issues with immigration and serving refugee families are more common. A few interviewees also noted
the need for having services responsive to issues of human trafficking in NM.

Some of the contextual information described the roles and cultures of different agencies. Interviewees
noted differences in philosophies, or differences between organizational cultures (e.g., law enforcement
culture, CYFD culture), or cultures in various parts of the state. These differences were recognized as
challenging and difficult to reconcile.

Interviewees also mentioned how MDT agencies have their own cultures and “own way of dealing with
resiliency.” A few interviewees mentioned that they valued the “compartmentalization of it because we all
have a specific role and we all do something very important.” One interviewee also stated:
I think we still have to respect those boundaries. So, if I have one thought, it would be that our team as a
whole needs to continue the discussion about who does what within the team, what’s appropriate, and to
respect those boundaries of each agency.
When asked what else they would like to share about their CAC/MDT, a majority of the interviewees
stated how appreciative they were of their CAC/MDT. For example, one interviewee said:

I just love our MDT. Like they’ve grown so much since I started even. And, from what I hear… it just makes me
happy to see that they’re understanding the whole CAC model and how it’s beneficial for the children, you
know? And… there’s always room for growth, of course, but I am proud of what it’s become and what it is still
becoming.
A few MDT interviewees specifically shared how being part of the MDT has allowed them to be more
effective in their work. One interviewee said:

I’m always preaching how important this MDT is… We live in this child safety world where we need multiple
partnerships on different levels. ... Our first job is the criminal side of it, but I think we have to wear different
hats doing this job specifically, Crimes Against Children. So unique. And we have to be involved in that MDT.
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Some interviewees discussed standardization, one of the
products of the accreditation process. An interviewee
mentioned standardization could be a “very slippery slope
because it depends on so many things in your jurisdiction and
your community, your DA’s office.” Interviewees did recognize
that there are “overarching” characteristics of CAC/MDT
processes that can be standardized, but not everything. They
further explained:

I think that CYFD-- although they are a funder--I don’t want them
always to be making decisions on our behalf because we are our
own Alliance. And many of us have been doing this for a long
time. So, I think that there needs to be a clear boundary with that
and an understanding that [with] protocols, it can’t be the same
protocol in an urban area as, you know, when you go to [a rural
area].

A few participants also shared concerns about the impacts
of the accreditation process on their agencies. One MDT
interviewee said that they are afraid of their CAC losing funding,
that they “need the advocacy here more than anything” and that
“just having that extra support for these families” means a lot to
their agencies. Another interviewee was also wondering “how
does accreditation benefit me [as an MDT partner]” and “what’s
the value” of accreditation when the CAC “should focus more on
building” services.

“...there’s always
room for growth,
of course, but I
am proud of what
it’s become and
what it is still
becoming.”

A few interviewees shared that accreditation and having their CAC/MDT evaluated was of critical
importance to their work. One interviewee stated:

Those evaluations and those adjustments [I consider] as a positive thing. Not as, ‘You guys are doing
something wrong and it needs to be fixed.’ But as, ‘You guys are growing, you’re going to notice some of
these things and that’s to be expected, and that’s a good thing.’ So, adjust accordingly and that’s good
management and good leadership.

Barriers
The following barriers to overall CAC/MDT functioning and their potential impact on NCA accreditation
were identified in the analysis of needs assessment interviews:
COVID-19

The COVID-19 pandemic brought both challenges and positive consequences for both CAC staff and MDT
members. An interviewee described the challenges of the pandemic and adjusting practices to adhere to
health and safety practices:
And we’re trying to establish a new norm of what that will look like, but because of the soft opening up and
following the procedures of six feet of distance and limiting the number of individuals who are in one place
at one time, we’ve been very careful and cautious with that.
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A challenge mentioned was the change in meeting format and frequency as a result of the switch to
remote work. Prior to the pandemic, some groups met at least once a month as an MDT and about once
a month to complete case reviews. During the period of remote work, some groups continued meeting
as an MDT and conducting case reviews/updates monthly, while other groups were struggling with
getting virtual meetings set up and attended. In addition, an interviewee reported that they hold standing
meetings every week with their agency and with the CAC they are a part of to ensure that people remain
connected and keep moving forward on cases while working remotely.

In addition to changes in meeting format and frequency, interviewees also reported that the pandemic
caused changes to other parts of their processes, including forensic interviews, medical exams, and
feedback processes. With regard to the forensic interviews, interviewees mentioned that social distancing
requirements limited the number of people who can be in the building observing during the interview. An
interviewee also discussed potential issues with protective face masks during interviews, explaining that
masks will interfere with the interview video and the CAC staff worked around this issue by acquiring
face shields.
For medical and mental health services, the biggest change was providers transitioning to telehealth
services. For some areas that refer out for services and/or may not have access to telehealth, they have
had to find other places to refer families such as Para Los Niños in Albuquerque. Additionally, plans to
work on expanding medical services to be able to see additional children have been put on hold during
the pandemic.

The switch to remote work and virtual meetings has changed some CAC/MDT feedback processes. Prior
to the pandemic, feedback was solicited in-person after meetings, case reviews, and interviews via either
a paper survey or anonymous drop box. Interviewees spoke about the transition to electronic surveys
via the OMS system or a website such as Survey Monkey as a way to engage partners in feedback while
working virtually.
Other examples of how the pandemic has negatively affected the work of CACs/MDTs includes: not being
able to move forward on a collaboration with the DA’s Office to show children the courtroom before
they need to testify in a trial; not being able to provide “warm hand-offs” between clients and service
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providers; a lack of in-person team bonding events designed to create support for CAC staff and MDT
members; and having to rely more on translation lines rather than in-person translators. An interviewee
mentioned their hopes that their CAC is able to remain open during a time where small businesses are
closing, and another interviewee echoed that sentiment, saying, “It would be really great to say that this
is an essential service, like we’ve been called [during] COVID, and be worked into a budget where we’re
sustainable.”

COVID-19 has provided some challenges to how CACs
and MDTs work, but has also brought some positive
changes as well. An interviewee remarked that they
will most likely continue with a virtual meeting format
for their monthly MDT meetings and case reviews, as
that has been helpful in getting people at the meetings
without requiring them to physically be there.
Continuing with virtual meetings can also be helpful
for larger counties who may have partners spread
out. Virtual trainings and conferences are another
positive, because staff and MDT members are able to
take advantage of more opportunities to be trained
on different topics because there are no longer costs
associated with travel and event registration. Another
electronic support that interviewees mentioned
continuing in the future are electronic surveys.

Interviewees also mentioned the ability to provide
more medical and mental health services and supports
due to telehealth, stating that they plan to continue
utilizing telehealth in the future, post COVID-19.
Additionally, interviewees described how attendance
at therapy has actually increased as telehealth was
made available, because it helped remove barriers. One
interviewee stated:

You also eliminate the transportation issues and that’s been a major part of reasons why people have not
been able to attend therapy regularly, just due to poverty and not always having accessible and working
transportation.

An interviewee described how the pandemic has changed their interactions with different personnel, and
how working directly with victim advocates has allowed them to better educate advocates on the medical
investigation process:
Due to COVID, I actually have taken over triaging every single patient that comes to my service. So I’m
doing a lot of direct interaction with the advocates right now, which I think has been good for them and me,
because it’s allowed me to really get a grasp on what are the referral patterns, what are the challenges and
issues, and I’ve been able to educate them…there’ve been some interesting, recent changes in our process
because of COVID frankly that has allowed me a little more engagement with them.
Lack of MDT member participation
Another barrier described by many interviewees was the inconsistent participation of MDT members in
MDT meetings or case review processes. This was most often mentioned in reference to law enforcement
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participation. As one interviewee said, “It’s hard to get them to the table, but when they come, they’re,
they’re very helpful.”

Multiple interviewees discussed lack of participation by CYFD or the District Attorney’s office as being
problematic, and other interviewees indicated an overall lack of MDT member participation. One stated,
“ …but we have not had good attendance by all of the different parties when we get down to the need for
representatives from every type of agency. And so it’s a work in progress.”
Interview participants cited various circumstances that they perceived to be affecting participation,
including MDT member workload, staff shortages, staff turnover, MDT members not living in the MDT
community, and the sense that leadership from MDT member agencies does not prioritize or support
MDT involvement. This perceived lack of leadership support sometimes extended to state agency
leadership as well. Inconsistent MDT member participation was also mentioned as a concern related to
accreditation requirements.
Other, less cited examples of lack of participation included MDT members not taking advantage of
trainings available through the MDT, and lack of participation in the case review selection process.
Competing priorities

Interviewees described several challenges related to competing priorities that hindered the ability
to attend peer review and trainings, to have full participation in MDT meetings, and to have needed
representation at all forensic interviews. With regard to training sessions and peer review, some
interviewees expressed difficulty being able to attend them because “you’re taking people out of the
field,” or you may not have other staff available to conduct interviews in your absence. Interviewees
also discussed frustration with the frequent absence of social workers at interviews, despite repeated
notifications. Additionally, interviewees spoke of “wearing multiple hats” and the difficulty in being able to
be available or participate fully when they had other competing priorities within their agency.
Lack of service providers

The majority of interviewees listed a lack of service providers as
a significant barrier. Most were referencing lack of mental health,
sexual assault, and/or medical providers. As one interviewee
stated, “The problem is nobody specializes in child abuse. It’s very
rare.” This results in clients having to travel long distances to
receive services, in some cases across counties and even state
lines.

Additionally, even fewer providers meet the NCA accreditation
standards for required medical or mental health training, or
have otherwise received training in child abuse and trauma.
Some may prefer not to provide these specialized services. When
CACs rely on local providers for these services, they also become
responsible for maintaining training documentation for NCA
accreditation. An interviewee described this burdensome process:

“The problem is
nobody specializes
in child abuse. It’s
very rare.”

…sometimes there is a lacking of having clinicians available and willing to provide all of the documentation,
and have the training hours that they need in order to provide those services, and keeping track of everyone’s
hours and times and all that stuff, right? All their certifications and, and their insurance information, all that
stuff.
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Interviewees described different approaches to addressing these barriers, including community service
providers holding other full-time positions while providing CAC services part-time or on a volunteer
basis. In some instances, CAC providers are helping to address gaps in nearby service areas. One
interviewee stated:
…there are not very many mental health providers at all. And so that does become a challenge, but we do
have a very, cooperative and willing, flexible, counseling staff that actually has taken on our clients from
those counties and are serving them.
Lack of education about MDT processes

“CAC is usually
the middleman.
We’re usually
trying to get
everyone to get
along…”

Lack of education or understanding about specific MDT processes
and roles was seen as a barrier by many of the interview
participants. These were closely related to changes in protocol
and presence of new CAC staff or MDT partners.
A few participants mentioned some MDT partners were confused
about when to refer victims and their families to CACs. For
example, a person under the age of 18 who “looked adult-like”
might not be brought for CAC/MDT services. Other examples
were not knowing that CAC staff are trained to address the
developmental needs of children or that they have forensic
interviewers.
A commonly misunderstood aspect of the CAC/MDT was why
case reviews and medical investigation processes are done. As
one interviewee put it, there are “knowledge gaps with other
stakeholders that come into play.” About the case review process,
an interviewee said:

I think the biggest thing that we struggle with… is maybe not
everybody completely understanding exactly why really we would
be doing a case review… And we’re still trying to make sure that
people understand on our MDT, that if we bring a case forward
for case review, we’re not picking on anybody. We’re not trying to point out anything that anybody did
particularly wrong. Maybe, it was something that went particularly right…
Another source of misunderstanding is about the role of each partner in the MDT. A staff interviewee
thinks it is about lacking “education about how other disciplines make decisions in regards to the cases
they’re handling.” They further explained:

So, I’ll give you an example. Law enforcement may make a decision more immediate or not, and their
timeline could look very different than what CYFD’s timeline looks like for closing off an investigation. And
sometimes, those can be at cross purposes because of their difference in timeline and difference in just what
they’re trying to accomplish.
A few interview participants also mentioned that in the midst of potential conflict, this is when the CAC’s
importance comes into play. A CAC staff interviewee shared, “CAC is usually the middleman. We’re usually
trying to get everyone to get along… In the same time, we have to express the best interest of the case and
the child.”
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Lack of communication
One of the consistent concerns among interviewee participants was lack of communication. This
came up most frequently related to the forensic interview process. Some interviewees discussed how
more preliminary communication about previous exams or assessments could have helped craft more
applicable interview questions. Additional concerns related to not always receiving timely information
about specific client needs prior to the forensic interview.

Others described instances where lack of information following the forensic interview interfered with
appropriate follow-up or next-steps planning. In some cases, this was attributed to not receiving direct
communication from the forensic interviewer, leading to inaccurate or incomplete information. Others felt
communication issues were more likely when key interview participants were less experienced. As one
interviewee stated:
I think it’s sometimes reflective of individual practice differences and experience of the individuals relaying
information at each phase. So it’s more likely that these issues will happen if there’s a less experienced
interviewer or a less experienced advocate.

Lack of communication was also cited as a barrier related to case review processes. Several interviewees
acknowledged that there was room for improvement in the way the CAC and MDT communicated about
case reviews. Some also described how poor communication inhibited their ability to prepare for and
participate fully in the case review process. When one interviewee was asked if they received adequate
communication about pending case reviews, they responded, “No, that’s the problem. I never know what
they’re going to talk about, or who.”

Additionally, several interviewees expressed a desire for more clearly articulated information sharing
policies. As one person stated, “And so, there’s a lot of disagreement around sharing information and a lot of
conversation around it. So, it would be, I would really like, it would be very helpful I’m sure to many CACs to
have better clarification around sharing information and what that looks like.”

High rates of turnover
More than half of interview participants included turnover among CAC staff and MDT partners as a
barrier. High rates of turnover occurred among law enforcement, CYFD staff, and medical providers. A few
interviewees also mentioned high turnover among their local CAC staff, specifically for victim advocates.
An interviewee explained why turnover adversely affected MDT operations:
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I think right now our greatest weakness is that everyone is new. Everyone is coming in with their own
attitude about how things should be done. In the past, we would say, ‘Here’s what we want to do,’ and our
team members would all say, ‘Oh, that’s a great idea!’ Now, there’s a lot of ‘Why?’ And, maybe, that’s good
having to explain ourselves, but it’s also a challenge [to have to explain] every little thing.
Having high turnover also leads to inefficient CAC/MDT processes. An interview participant shared:

Most of the time it’s because they’re understaffed and they don’t have a specific person that I can reach
out to… There’s such a high turnover. So, we get into the same place that goes about six months where I’m
communicating directly with a specific staff member because they find it easier that way.
A few interviewees shared that sometimes, the turnover occurred due to lack of opportunities for
professional mobility for their MDT partners. “We have worked very hard to, you know, have those
relationships with them,” as one interviewee stated, and then, they are “always kind of starting from
scratch.”
Inadequate cultural supports

“...I think there’s
a lot of bias that
is injected into
everybody’s
personal
perspective and
situations and
professional
approach to
things that we all
have to learn to
acknowledge and
try and control.”
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Barriers with regard to inadequate cultural supports were
expressed in three main areas, language barriers, capacity for
working with people with disabilities, and cultural biases or
differences that could affect CAC and MDT services. In general,
lack of these supports often causes delays in the forensic
interview process and in obtaining services for families, and
may also impede the ability to build rapport with children and
families.

With regard to language barriers, although many of the CACs/
MDT partners had bilingual Spanish-English staff, some did
not. Even among those that had bilingual staff, there were still
concerns about adequately serving clients that spoke other
languages (e.g., Vietnamese, Arabic, Swahili, American Sign
Language). Interviewees expressed a need for better access to
interpreter services, while also recognizing that these services
are not ideal. As one interviewee stated:
…we have a language line. Now, as you can imagine, that’s not
very conducive to building rapport, completing investigations,
things like that. I mean, when you have this third-party kind
of sterile voice on the phone, it’s difficult to really get good
information, especially when you’re trying to connect on a
personal level.

Several interviewees discussed concerns about their ability
to serve people, especially children, living with disabilities
including both physical impairments and cognitive impairments.
Challenges included both a lack of adequate training in this area
and the recognition that working with children with disabilities
takes more time. One interviewee noted:

When we’ve had children who have cognitive impairment, I usually just stress it…may take more than one
visit for the child to be able to communicate everything. And you’re probably going to have to have a shorter
interview than you might otherwise just because this child’s attention span is not very long.
Cultural barriers were also discussed related to race, nativity and religion. Interviewees discussed how
a lack of understanding of tribal cultures, religious beliefs and concerns among undocumented or mixed
status families can hinder investigations or do a disservice to families. As one interviewee stated:

I think the other challenge is…limitations in people’s cultural awareness and acceptance of different cultures,
and even maybe understanding how nuances of different cultures affect people’s behaviors, communication
styles. And, and I think there’s a lot of bias that is injected into everybody’s personal perspective and
situations and professional approach to things that we all have to learn to acknowledge and try and control.
Funding
A few interview participants mentioned lack of funding to hire needed staff, to serve clients adequately,
and to expand services. A CAC interviewee stated “it would be easier to find a person than it would be to
find the money for that person.” Another interviewee explained why it is unfortunate they cannot hire
more advocates:

Families fall off because nobody’s supporting them in an ongoing manner. And then, when they get to the
point of wanting to go to trial or resolve this case in some way, families are uncooperative. Or, you know, they
don’t have the same phone number anymore which is completely understandable. I can understand from a
family’s perspective how challenging this might be to stay engaged.
Interviewees also mentioned lack of
funding to hire therapists and more medical
investigators. An interview participant
theorized that it is “because they can make
more money in other places. But, we are
lucky to have the ones we have that are
sticking around.”
A few MDT partner interviewees also
mentioned issues with hiring staff in
their own agencies who are or can be
specially trained in child abuse cases. One
interviewee said, “We’ve really tried to get
creative and push out training as much as
humanly possible. But, I would say that we
need a lot more.”
A couple of CAC staff interviewees who serve rural communities said they are unable to effectively serve
populations in certain parts of NM because they cannot get funding for satellite sites. Moreover, an
interview participant mentioned the instability of funding for the work that they do. They said:
I love being a nonprofit and I love that kind of a flexibility that we have and, you know, we can bring
in programs that maybe other places don’t have. Just how great it would be that if we were not always
struggling for a dollar? It would be really great to say that this is an essential service…and be worked
into a budget where we’re sustainable. And then at least for our basic services, you know, advocacy and
interviewing…How wonderful would that be?
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Immigration status
For CACs in southern New Mexico and along the border area, immigration status often acts as a barrier
to receiving care. Specifically, undocumented or mixed status families have a fear that by accessing
or seeking out services or contacting law enforcement to report abuse, they will be deported. One
interviewee said, “But I really feel there’s a huge population of undocumented children that we’re not seeing
because they don’t know how to access care or adults are afraid to access care.”
The presence of Border Patrol in southern New Mexico also creates a barrier for undocumented
populations. For communities that have a Border Patrol checkpoint between themselves and their
county’s CAC, they may not be able to travel to the CAC out of fear of being stopped, detained, and
potentially deported. Interviewees mentioned that previously they were able to drive families through
Border Patrol checkpoints with little issue, but that does not happen anymore.

Interviewees reported that their CACs and MDTs have been working on educating undocumented
families, informing them that they are able to access services and be supported without the fear of
being reported or deported. In addition to providing support and services for victims of abuse and their
families, CACs and MDTs who work with undocumented populations mentioned partnerships with NM
Legal Aid, Catholic Charities, and other advocacy groups to work with undocumented populations on
applying for U visas and other pathways to allow them to remain in the United States.
Geographic size

Many of the interviewees described the challenges of serving
a large geographic area with limited CAC staff as well as MDT
partners, especially medical, law enforcement and social services.
There was concern that families would be reluctant to participate
in the process, due to long travel times or that children would
suffer due to the travel times. For example, one interviewee
stated:
We had a case not too long ago that, they were, that family lived
in a real remote area and they traveled two and a half hours to
[city]. And we had multiple kids on that case that this alleged
offender had access to. So two and a half hours here…[for multiple
interviews] and going back for another two and a half hours.
Another interviewee stated:

And that causes a lot of trauma on them as well. You know, it’s not
just the physical trauma that they’ve endured, but that trauma of
having to travel and then sit and wait and all of that.
Interviewees also discussed having to cover multiple counties,
and sometimes traveling long distances to see a child in their
preferred environment. One interviewee stated:

“You know, it’s
not just the
physical trauma
that they’ve
endured, but that
trauma of having
to travel and then
sit and wait and
all of that.”

There’s been a time where we’ve driven…hours away from our facility and conducted an interview in, in like
a garage where they were working on vehicles. That’s just, that’s where the child wanted to be, needed to be,
and wouldn’t talk unless we went to the child.
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Need for standardization
Some interviewees mentioned not having standardized
language or processes for identifying client needs and
conducting MDT activities. Most of these interviewees
said there was a need to standardize case presentations
and the review process itself. When asked how MDT
partners present about cases, the interviewee said that
most of them just “wing it…unfortunately, I don’t think
that we have anything that’s really standardized that
we’re using. That would be helpful.”
When asked about how clients’ developmental needs
are assessed prior to the CAC conducting a forensic
interview, an interviewee shared:

I don’t know if we do that. I think it’s all anecdotal.
Like the interviewers will say ‘seem delayed.’ They are
good about if they have concerns for potential speech
or developmental delay, they will tell us. But, I don’t
know that we have a formalized way other than asking
the parents, ‘Has the child ever been diagnosed with a
disability?’
And lastly, a few interviewees shared that they intend to
standardize their documentation procedures for all CAC/MDT activities and tied it to keeping everything
accounted for. An interview participant explained:

Okay, did I remember everything? Did I make sure that I called that person back? Did I miss anything, but
also, so that we can have a clear picture of how are we providing this work. Where is our time going and how
do we use that information to make effective decisions about how we steer the agency moving forward?
Time constraints
Several interviewees mentioned time constraints as a barrier to the MDT process, particularly for law
enforcement and medical providers. One interviewee said:
I wish that we had more time to dedicate to MDT, uh, because of how important it is. I feel that we short
change MDT sometimes. Um, and that part is one thing I wish we could change.

Several interviewees described how time limitations impacted their ability to review cases, participate in
forensic interviews, and attend MDT meetings. Another interviewee mentioned that being over-extended
sometimes contributed to missed details and communication breakdown when triaging cases.
Lack of transportation

Transportation was mentioned as a barrier, including transportation to the agency if it is located in
another community and a family’s lack of transportation to get to the agency. For the larger counties and
those with majority rural areas, interviewees said that it can be difficult for families to travel to the CAC
because of geographic distance. Access to reliable transportation was also mentioned as a barrier.
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If the family does not have means of transporting themselves, case managers, family advocates, law
enforcement, and other agencies can address transportation needs by providing gas cards, arranging for
transportation, or for law enforcement, driving the family themselves. Interviewees both mentioned that
due to the COVID-19 pandemic, they have been working on expanding online and telehealth services,
which also helps address transportation barriers.
Technical barriers

There were also some very specific technical barriers mentioned. For example, one interviewee stated
that organizations are not able to share information due to a lack of encryption software. There were also
challenges with regard to documentation, data entry, and data analysis that could be resolved through
software purchases as well as hiring of staff focused on these data components of the organization.

Recommendations by Interviewees
The following are overall recommendations to improve CAC/MDT functioning made by interviewees.
Provide training and education

When questioned about what would improve CAC/MDT processes, the majority of interviewees
recommended more training and education. In some cases, interviewees described how the CAC has
attempted to address this need by integrating training opportunities into MDT meetings. Training
suggestions generally fell into two categories: those aimed at improving MDT members’ ability to
work with and support specific clients/populations (e.g., working with children with disabilities); and
training for MDT members on CAC/MDT processes (e.g., training related to MDT member roles and
responsibilities).

There were many suggestions on the types of training that fell into the first category, including: child
maltreatment; human trafficking; working with children with disabilities; cultural competency; trauma
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and its effects on child development; vicarious trauma; and self-care. People recognized that best
practices in these areas continue to evolve. One interviewee stated, “When it comes to mental disabilities,
for a long time, there weren’t a lot of trainings out there for forensic interviewers, especially to know how to
prepare.” This interviewee acknowledged that being trained in current best practices has resulted in their
forensic interview team “getting better” at working with this population.

Others talked about the importance of using “cultural liaisons” to provide cultural competency training.
One interviewee suggested, “I think there would be incredible value in having a partner from a Native
American tribe or Pueblo and provide those types of insights to, to us, to teach us more about the culture and
maybe processes.”

“Everybody isn’t
trained in the same
way. And so that’s
why I feel that
that education is
important.”

Interviewees also discussed how training and education were
needed related to the significant turnover among MDT members.
Many suggested that ongoing training related to MDT processes
and the CAC model is needed to address this issue and sustain
MDT cohesion. One interviewee described how this type of
education is important for unifying MDT members from various
backgrounds:

I think that, I think that we’re dealing with a lot of different
cultures. So we’re dealing with a cop culture and we’re dealing with
the social work culture and that can again be very challenging.
Everybody isn’t trained in the same way. And so that’s why I feel
that that education is important.
Suggestions for training related to CAC/MDT processes included:
criteria for medical and sexual assault examinations; MDT
member roles and responsibilities; case review and forensic
interview processes; benefits of CAC accreditation for MDT
members; and criteria for making various decisions related to the
child abuse investigation (e.g., by CYFD and law enforcement). As
one interview participant stated:
I think that some of the MDT partners need more training in a CAC
model, of an MDT, and how the CAC is incorporated into the whole
child abuse investigation process.

Enhance communication
Improving communication channels and sharing information in a timely manner were recommended by
interviewees representing nearly all of the CAC/MDT teams. These interviewees all shared incidents their
teams have experienced and why they find communication as key to better CAC/MDT functioning. As one
interviewee put it, “Decisions were being made that might have been different had all of the team members
and all the information been passed along.”
These participants also specified needing better communication when planning cases to be reviewed
and when determining next steps for the MDT after forensic interviews. About the case review process,
one interviewee said, “Because, I think, things like having that advanced notice on case review and making
sure that every voice gets effectively heard--that also requires really effective coordination, scheduling and
management of those pieces.”
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Whenever there is conflict that arises from lack of communication, it was also important for a few
interviewees to emphasize the focus of their work. An interviewee said that, “for the best interest of the
child, we need to talk and collaborate more about the case and what the next step looks like. It would just
help us all in our jobs.”
Supports for vicarious trauma
Interviewees made recommendations regarding what CACs could do to better address vicarious trauma
and self-care among MDT members. These included the regular use of debriefings, having occasional
retreats for the MDT, conducting one meeting a year as an outdoor activity, having a quarterly activity
focused on vicarious trauma and self-care, inviting MDT members to CAC self-care events, hosting an
annual MDT fun event (e.g., movie night), and having speakers that MDT members, particularly law
enforcement, will listen to (e.g., Anthony Mays from the Attorney General’s Office).
One interviewee further suggested:

...having an ‘objective person’ that was not part of the team conduct
regular check-ins. And instead of just assuming we’re all fine and
marching forward…have someone objective who’s not necessarily a
part of the team, giving people the opportunity to talk about their
trauma and giving them the support and skills to get through it,
because it is, it’s heartbreaking work.
Improve CAC/MDT feedback processes
A majority of interviewees recommended improving the feedback and
review processes at their CAC/MDT. Some MDT interviewees thought
having a formal survey done at regular intervals would be beneficial
in improving CAC and MDT operations. One interviewee described it
as:
That would be a suggestion, a survey or like an evaluation. Maybe, like,
a yearly evaluation. ‘How do you think the MDT went? If you were a
member of it, you know, what can they do better? How can they help?’
Things like that.

“...giving people
the opportunity
to talk about
their trauma and
giving them the
support and skills
to get through it,
because it is, it’s
heartbreaking
work.”

However, all CACs indicated that they already have various formal
means of obtaining feedback from families, MDT members, and
community members. What this finding suggests is that not all MDT
members are aware of existing feedback and review mechanisms.

A few interviewees also talked about wanting more detailed information about how the feedback they
give is being used to improve CAC/MDT operations, client-related functions, and MDT issues.
A few interview participants discussed how feedback is better reviewed at MDT meetings, rather than
just agency leadership or the CAC board. One of them shared:
I don’t know that the board is necessarily the appropriate people to look at those evaluations, because
they’re not involved in the day to day… They’re not actively involved in the investigation of cases. So, they
wouldn’t necessarily understand protocols and things like that.
This was echoed by another interviewee who was hoping for more participation from those MDT
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members “[they] primarily work with”, citing that “usually, [their] MDT meetings are attended by the heads
of the departments.” An interview participant also stated that responses may “possibly be filtered” since
“our team is very careful about everybody wanting to get along the best they can, and not hurt anybody’s
feelings.” Another staff interviewee shared that they are constantly looking at ways to improve their
feedback mechanisms, including increasing confidentiality:
[We are] really looking at how to do that most effectively in ways that give clients a lot of respect and
autonomy. To make sure their feedback is genuine and they feel comfortable providing it in a confidential
manner… We want to make sure we give time and space to look through that information and that data to
make measurable changes in our agency.
Electronic surveys or online feedback methods
were also recommended by a few CAC staff
and MDT interviewees. A few participants
also specifically mentioned making surveys
anonymous “so people tell what they really
think.” One interviewee even stated, “I think even
if we only got half of those back compared to, like,
the 20 that we currently get, we’ll be able to see a
difference.”
Telehealth or other electronic supports
The use of online technology and service
delivery through telehealth was recommended
by several interviewees. These interview
participants shared that they were initially
“forced” to utilize electronic methods due
to the pandemic. However, they have had
mostly positive experiences using technology to coordinate operations, improve capacity, and continue
collaboration. One interviewee specifically said it had led to improved participation in MDT meetings, “I
just was a little nervous about that, that it wasn’t going to be a good medium for it, but it actually has been.
More people can make the meetings and they’re participating.”
Utilizing electronic methods to coordinate and provide health-related services (e.g. telehealth) was
commonly mentioned by interview participants. One interviewee said it has improved participation in
mental health services among their families.

Another interviewee also cited having the option to facilitate activities electronically has allowed them to
“spend more strategic hours with [their] staff” and also noticed that their “stress level has gone down.” With
most clients having access to technology, an interviewee even shared, “… they’re just going to continue with
the telehealth because it’s working so well…so we’ll see how it goes.”
Another interviewee shared they are now able to access training opportunities that used to not be
available to them. They said, “normally you would have had to travel far to listen to, but they’re making
them available and free, so we’ve taken advantage of those.”

Although several interviewees saw the advantages of and recommended increased use of electronic
communications and telehealth, a few interviewees brought up limitations. As one interviewee cautioned:
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The other thing is that trying to have those conversations in a therapy session, not knowing who else is
around, not knowing who is in the background. Not knowing well… what the parent’s demeanor is, things
like that. I know that, some of our clinicians are struggling with that as well, because it’s difficult to try to
get them to, number one, cooperate when they’re on the screen and there’s no interaction. And then, number
two, where you know, is there a chance that those abusers are in the home?
Resources
Several recommendations were made with regard to increased resources – funding and people – which
would allow MDT partners and CAC staff the ability to serve children and families better. Identifying ways
to increase community support for CACs and MDT partners, and subsequent funding of these efforts,
was seen as a priority. Interviewees also recommended having dedicated personnel on a team co-located
together, although they recognized that it would be difficult to accomplish in smaller communities.
Interviewees also recommended having more bilingual staff,
specifically forensic interviewers and victim advocates, and
access to translators for additional languages like Vietnamese,
Arabic, and American Sign Language. It was also recommended
that individuals that were bilingual should receive incentive pay
for these special skills.
There were also recommendations for additional training,
specifically regarding diversity, equity and inclusion. This is
evidenced by one interviewee who recommended “ongoing
communication about and training about race and ethnicity,
from the perspective of the client as well, and examining our
own biases.”

Other recommendations were for the purchase of specific items
like better recording equipment and equipment that would allow
CACs to increase their ability to serve people with disabilities.
This could be either by making facilities more accessible or by
having equipment that people living with disabilities are better
able to use.

Implement standardization where possible

Interviewees recommended standardizing MDT processes and protocols as a way to improve the MDT
system across the state. Several interviewees felt that more standardization across MDTs would help
ensure consistent documentation; assist MDT members in understanding roles and responsibilities,
especially for members of multiple MDTs; and improve MDT member and client feedback processes. One
interviewee discussed it in this way:
Well, it’s kind of hard, because the way New Mexico has done things, for as long as I’ve been doing this, is
kind of free spirited, I guess. We have lots of different protocols that we can kind of pick and choose from
and I like that in some ways, but I guess if I was thinking about how could it be improved across the state, it
would be that we choose maybe a single protocol that we all follow.
Additionally, there were suggestions for developing checklists with standardized language to describe
processes and expectations to assist MDTs in educating new MDT members.
36

Strengthen collaboration
Several interviewees recommended improved collaboration among MDT members and with other service
providers as a way to improve MDT processes. One interviewee said, “My biggest thing is I just think there
needs to be more collaboration, because we are a small community. And, you know, very few people are
doing the work.”
When interviewees discussed better collaboration, they were
most often referring to more consistent participation by MDT
members in MDT meetings and case reviews. Other suggestions
were recruitment of new MDT members from surrounding
communities for broader representation and partnership, and
closer collaboration between CAC advocates and other types of
advocates (e.g., advocates working in district attorney’s offices or
from tribal communities).
Co-locate services

The co-location of the CAC with core MDT member agencies was
recommended by interviewees as a benefit to both the agencies
and clients. Co-location allows MDT members and service
providers better communication and the ability to provide warm
hand-offs. Co-located services are also beneficial to families as they
only have to go to one location for forensic interviews, medical
exams, and mental health services, and advocates can support
them at every step. One interviewee described the benefits of colocated services:
So what has been really nice about that onsite piece is knowing that
when I’ve had multiple conversations with different young people
and their families, I’ve had moments where they’ve said, ‘you know, I
am interested in some help where I could use some help or support’
and being able to say, ‘would you like to talk to someone right now
to learn more’ and know that we can facilitate that for them in this
space that they’ve already become acclimated to and have already
become comfortable with has been really, really paramount.

“My biggest thing
is I just think there
needs to be more
collaboration,
because we are a
small community.
And, you know, very
few people doing
the work.”

While not necessarily co-located services, some CACs are housed within an umbrella organization that
serves a similar population, ensuring greater and more immediate access to needed services. One benefit
of this arrangement is that providers get experience working with a variety of clients in many types of
situations. For example, an interviewee described the benefits of having access to mental health providers
experienced in serving clients with trauma.
In comparison, interviewees not currently co-located discussed hopes that their CACs would be able to
adopt a co-located model, and also receive its benefits. These included being less burdensome for clients
who lack transportation, enabling a smooth transition into needed services, and fostering communication
between co-located agencies. These interviewees also mentioned some barriers that have prevented colocation, including funding, space/location, and lack of personnel. Despite these challenges, interviewees
see co-located services as a boost to their work, saying, “We just think the effectiveness of the cases that we
conduct would be so much more if we had a team that was [working in a co-located space] ….”
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Improved prioritization processes for case review
One recommendation for the case review process mentioned by interviewees was prioritization, which
includes a clearer process for selecting cases and more MDT member participation in the case selection
process. While there were no direct recommendations to improve MDT members’ engagement in the case
selection process, interviewees mentioned that members are often encouraged by either the CAC or MDT
facilitator to select cases to review. Some interviewees reported that to their knowledge no MDT member
has selected cases but the opportunity is always there.
Some interviewees reported that their MDT has a “priority list” of cases to be discussed during their case
review meetings and the list is disseminated ahead of time to the MDT members. Interviewees liked
knowing the cases ahead of time so they can know what cases will be discussed and prepare any relevant
information. The priority lists are also useful to keep case review meetings at a manageable time length,
as an interviewee explained:

Our meetings were going, you know, sometimes hour and a half to two hours long. And I think when other
people get restless that makes everybody a little uncomfortable…[Now a] written list is provided and it’s
provided well in advance of our meetings so that everybody can take a look at it and see if there’s a case that
needs to be discussed. And then everyone’s advised of which case we’re going to go over.

Some interviewees recommended that the case review focus on difficult cases not just those that went
well. Reviewing cases that went well or were positive helps reinforce best practices and can act as
confidence boosters. However, interviewees explained that reviewing difficult cases would allow them
to better identify areas for improvement and strengthen their combined ability to address difficult cases.
Because MDT members are often short on time, it can feel redundant to review cases that went well and
cases that have no updates. An interviewee explained:
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I think it would be better if we talked more. If we staffed more difficult cases, I get the point of staffing the
things that we’re good at, because I know that that helps us to keep those relationships strong. And to again,
figure out what we’re doing right so we can continue to do that. But I think that the more challenging cases
and the ones we’re having difficulty with should supersede talking about good cases.

Discussion
The NMCA CAC Needs Assessment was designed to provide the NMCA with information to better
understand the current implementation of NCA Standards across CACs, and to identify potential ways
the NMCA may support CACs in maintaining or achieving NCA accreditation. Preliminary findings show
sizable alignment among CACs to NCA standards in many areas, including: how case reviews and forensic
interviews are conducted; the types of medical, mental health, and advocacy services that are offered; and
how case information is collected and tracked. Additionally, CACs provide ongoing structural supports
for MDTs through coordination of processes and training, and through administrative oversight of MDT
procedures and organizational functioning. CACs also conduct formal and informal needs assessments
related to clients as well as specific cultures and populations within MDT service areas. These
assessments help identify service gaps and provide organizational direction.
However, CAC protocols did not always reflect the extent of CAC and MDT compliance with NCA
Standards. The NCA Standards include very specific and detailed criteria, much of which the NCA
requires to be documented in CAC protocols. CAC protocols varied widely in comprehensiveness. Some
included detailed descriptions of member roles and responsibilities, while others only included detailed
explanations of roles related to case investigation. Additionally, most CAC protocols did not include
language indicating that provisions for non-English speaking or the hearing impaired would be provided
to both clients and family members. However, according to interviewees, MDTs routinely serve nonEnglish speaking clients along with those from other cultures and populations (e.g., Native American,
people living with disabilities).
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Barriers and recommendations centered on the need for improved functioning and processes across
MDTs, (e.g., better collaboration and communication among MDT members). Others spoke to systemslevel supports (e.g., standardizing protocols, developing needs assessment templates). Other barriers,
such as challenges in working with undocumented clients and the lack of providers in rural areas, are
endemic to New Mexico, and require state-level advocacy as well as coordination and collaboration across
systems to address service gaps and limitations.
Interviewees also discussed the difficulty of work centered on child abuse, particularly related to
vicarious trauma and high staff turnover. However, they also easily identified CAC and MDT strengths.
These often related to longstanding and positive relationships among MDT members, and ways CACs
and MDTs had addressed difficult situations and worked to improve processes. Most interviewees spoke
highly of their MDTs and expressed appreciation for their CAC and MDT colleagues. There was universal
appreciation for the leadership of NMCA, and the professional development across CACs that has been
fostered over the last year.

Limitations

It should be noted that only 6 of 10 invited CACs answered the online survey. Thus, survey results may
not be representative of all of the CACs. However, since all CACs were represented in the protocols and the
interviews, the effect of non-response by the 4 CACs on the surveys should be minimized. Additionally,
the interview sample was not randomly selected, but was purposefully made by the UNM PRC from a
list provided by each CAC in order to have each CAC represented and each sector represented. MDT
partners who were not invited to participate or did not respond may have discussed different barriers or
recommendations from those who were invited and responded.

Future Directions

Many of the recommendations can be implemented through a comprehensive plan of training and
technical assistance to individual CACs as well as to the statewide network. Findings from this assessment
can also be used by the NMCA and CACs to determine accreditation readiness and to initiate strategic
planning on a statewide level as well as by individual CACs. Based on the needs assessment, the following
are recommended:
•

Explore the potential for developing protocol and needs assessment templates with standardized
components that can serve as guides for CACs

•

Develop strategies for increasing leadership support for MDTs within MDT core member
organizations

•
•
•
•
•
•
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Ensure that MDT protocols clearly define roles and are reviewed and signed by core MDT
members at least every 3 years

Work with MDTs to develop guidelines for determining which cases to review and communication
strategies that allow MDT members adequate case review preparation time
Collaboratively develop 1-page overviews of MDT processes, roles, and expectations that can be
used by MDTs for new member orientation and/or recruitment purposes
Consider development of short videos to describe CACs/MDTs and roles

Regularly update the CAC and NMCA infographic/fact sheet for education and advocacy purposes

Use NCA resources to educate MDT members about the benefits of accreditation, including:
evidence-based strategies to improve outcomes for children and families; ability to access certain
funding sources; increased credibility when testifying

•

Work with CACs to develop training materials related to key MDT processes for use by MDTs as
needed

•

Create an online repository for relevant documents, trainings, protocols, job descriptions and
templates

•
•
•
•
•
•
•
•
•
•
•

Provide anti-racism, cultural competency and implicit bias training for CAC staff and MDT
members

Utilize AIA as a venue for gathering MDT members statewide, potentially having an MDT track or
special sessions
Incorporate routine discussions/education on endemic (e.g., lack of service providers) and
emerging topics (e.g., human trafficking) in NMCA statewide meetings

Make an electronic survey or other anonymous feedback mechanism available for use by and
accessible to all CACs/MDTs

Explore opportunities for routine review and follow-up of MDT member and CAC client feedback
that includes all MDT members

Consider scheduling at least one MDT team-building activity annually that centers on an outdoor
activity
Actively recruit CAC staff representative of the populations served and offer incentive pay for
specific skills (e.g., bilingual, ASL, etc.)

Consider paying community members to serve on CAC board community advisory committees to
increase representativeness and respect and value the time commitments
Regularly examine opportunities for co-locating services

Collectively identify areas of the state with unmet need and prioritize for CAC expansion or
satellite offices

Engage with organizations serving new or difficult to reach populations in CAC service areas and
collaborate with them on outreach
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Conclusion
The CAC Model is an evidence-based response to child abuse that improves client satisfaction with case
investigation and increases likelihood of child abuse substantiation. The NMCA and its chapter members
are invested in examining CAC and MDT performance in New Mexico with an aim to improving system
functioning and increasing or maintaining national accreditation among chapter members. Preliminary
research findings from the NMCA CAC Needs Assessment identified both strengths and opportunities
for improvement within individual CACs/MDTs and at the CAC systems-level in New Mexico. Finalized
needs assessment results will be used to guide NMCA leadership in strategic planning and structuring
professional development and supports for CACs/MDTs in the state.
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